Purpose: To investigate genetic counselees' evaluations of the helpfulness of the information they receive in genetic counseling and of their difficulty in making decisions, and to determine correlates of these two outcomes.
Early definitions of genetic counseling saw the genetic counselor as either "information giver" 1 or "facilitator of counselees' decision-making," 2 and these views have influenced genetic counseling definitions to this day. 3, 4 They dovetail with counselees' expectations from genetic counseling to receive information, half of them expecting to get advice, and about a third expecting to get help in decision-making. 5 Accordingly, educational and decisional outcomes have been used as the main criteria for assessing success of genetic counseling over the years. 6 -8 Criticism of the limitations of these outcomes 3, 4, 9 gave rise to modern approaches to genetic counseling that emphasize process factors and represent a wider range of outcomes. 10 A modern definition of genetic counseling sees it as a "dynamic psychoeducational process centered on genetic information", 11 in which "the goal is to facilitate clients' ability to use genetic counseling in a personally meaningful way that minimizes psychological distress and increases personal control." Consequently, the present research focused on the helpfulness of the information received in counseling for facilitating counselees' decisions rather than on the commonly studied amount and accuracy of the information gained. We suggest that separating information from decision as outcomes of counseling is artificial, since information is provided in genetic counseling not as an end in itself, but as a means of facilitating a personally satisfactory decision. Specifically, we explored the relationships between the types of information provided and the degree of personal control granted in counseling and 1) counselees' evaluations of the information as helpful for making a decision; and 2) the difficulty they had in reaching their decision.
What makes information conveyed in genetic counseling helpful for deciding? According to classical decision-making theories, 12 an optimal decision is based on comprehensive information about expected utilities (the products of consequences and chances of occurrence) of the available options. However, Huber's model of risky decision-making in natural situations 13 suggests that individuals in risky situations are interested mainly in information about risk-defusing operators (RDOs) -actions expected to control and decrease the risk. This includes pre-event RDOs (like vaccination against an infectious disease), and post-event RDOs (worst-case plans) that need not be initiated unless the event happens (e.g., a medical treatment against the disease).
The focus of this model on control is compatible with previous findings that information provided in genetic counseling has a significant impact on clients' perceived personal control. 9 Three dimensions of perceived personal control were identified in the information provided in genetic counseling: behavioral control, the availability of an instrumental response that may directly influence or modify the physical characteristics of the stressful event; cognitive control, the processing of information in such a way as to make the potentially threatening situation less stressful; and decisional control, the opportunity to choose among various courses of action. Perceived personal control following genetic counseling was found associated with knowledge, satisfaction with counseling, and with later coping and well-being. 14 However, genetic counseling sessions differ in the amount and quality of the information they can provide, and often counselees are left with a feeling of little control over the condition. 15 Counseling may vary on the cognitive control dimension, depending on its ability to determine a definite diagnosis, prognosis, hereditary explanation, and an explicit risk (probability) that the genetic problem might occur in future offspring (predictability). On the decisional dimension, counseling may or may not specify choices such as not having (more) children, adopting, or fertilization by donor insemination. The behavioral control provided in genetic counseling may vary according to the availability of prenatal diagnosis of the problem, which may enable the couple to prevent the birth of an affected child in future pregnancies, and the availability of a treatment for the problem, which can prevent it or alleviate its symptoms in affected individuals. The more of the above elements in a particular genetic counseling, the more control it provides to counselees.
In the present research, we hypothesized that the controllability of information given in counseling will be associated with counselees' own evaluations of the information as helpful in reaching a decision and with their reported difficulty in making a decision. Information, although essential for making an informed decision, does not guarantee an easy decision. Being better informed can both facilitate and impede decision-making. In one study, greater understanding and knowledge acquired during counseling was related to lower client concern afterward, 16 while other studies found that more knowledge can increase the burden of information processing, the conflict between alternative choices, and doubts about the right choice. 17, 18 In a large survey of knowledge and attitudes about genetics, those with the highest level of knowledge expressed both more enthusiasm and more skepticism than those with little knowledge. 19 Thus, whether helpfulness of information and decision difficulty are associated, and in what way, was also investigated here.
Another issue of interest was individual differences among counselees. According to an integrative model for the assessment of genetic services, 10 individual differences moderate the links between counseling processes and subsequent outcomes. We chose to explore personal characteristics that are potentially associated with information evaluations and decision difficulty: desire for medical information and involvement in medical decisions, health locus of control, and perceived personal control. Persistent individual differences in the desire for information and involvement in decision-making have been documented. 20 A review of the literature concluded that across a wide range of medical settings, patients express desire for detailed information about their condition and treatment, whereas the distribution of scores in desire for involvement in decision making is skewed in the direction of physician-only or at least shared decision making. 21 Health locus of control, the degree to which individuals believe that their health is controlled by internal versus external factors, 22 is another potential moderator of patient reactions to information and decisions. A recent study showed that patients with a greater belief that powerful others (e.g., doctors) control their health were less likely to want to seek information or make decisions about their health. 23 Moreover, perceived personal control over a genetic condition was found associated with genetic counselees' evaluations of counseling and counseling outcomes. 9, 14 A prospective field study was carried out here on clients' evaluations of the helpfulness of the information they had received in genetic counseling for reaching a decision, their reported difficulty in deciding, and the relationship between these outcomes. We hypothesized that the information provided in counseling, its controllability value, individual differences in desire for medical information and involvement in medical decisions, and health locus of control and perceived personal control will predict post-counseling information evaluations and decision difficulty. Specifically, higher controllability of the information provided in counseling, and counselees' stronger desire for information, involvement in medical decisions and control beliefs will be associated with evaluations of the information as more helpful and the decisions as less difficult.
MATERIALS AND METHODS
Data consisted of individual differences measures, the information provided in counseling, its controllability and whether it answered main counselees' questions (the independent variables); and counselees' evaluations of the information they had received in counseling and their decision difficulty (dependent variables).
Participants
A total of 161 genetic counselees participated in a larger study conducted between 1999 and 2001: One hundred fortyeight from the Genetic Institute of Sheba Medical Center (a large medical center near Tel Aviv, Israel) and 13 from two other genetic centers (Hadassah Ein-Kerem, Jerusalem, and Wolfson Hospital, Holon). Individuals arriving for counseling were enrolled if they reported facing a specific decision following counseling, agreed to participate in the study, and signed an informed consent form. Participation rate was very high (95%). Reasons for declining were anxiety or lack of time. Of those who started the study, 108 were interviewed a month after counseling (only one party of each of the participating couples was interviewed). The other 14% declined for various reasons.
The 108 with complete data faced one of three prototypic decisions: whether to start a new pregnancy involving a genetic risk (N ϭ 31) ; whether to continue a current pregnancy after
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receiving an abnormal diagnostic prenatal result (N ϭ 44); or whether to perform amniocentesis in the current pregnancy, a procedure carrying a small risk of miscarriage (N ϭ 33). There were 84 women (78%) and 24 men (22%). Their mean age was 31.63 years (SD ϭ 4.98). Mean educational level in school years was 14.78 (SD ϭ 2.52). They had 0-4 children (mean 0.98, SD ϭ 0.93), and 0-3 children with genetic conditions (mean 0.30, SD ϭ 0.52).
Measures

Controllability
At the end of counseling, counselors rated the 'objective' degree of control they had given in counseling on a three-point scale: no control, some control, and maximum control. Counselors were instructed to base their estimates on the number of control-related information items they provided to counselees: e.g., giving a diagnosis and/or estimated recurrence risk, providing choice options, explaining available treatment and/or prenatal diagnosis. This method of measuring controllability of the information provided in genetic counseling was validated in a previous study. 9 Re-estimates of controllability (the same scale and instructions) given after a year by one counselor who reviewed data in 30 random medical records were 100% in agreement with the original estimates. Interrater reliability on a different set of 30 random cases showed complete agreement in 25 cases (83%), and mild disagreement (difference in one score) in five cases.
Perceived Personal Control-PPC
Counselees' 9 recorded their subjective perceptions (in contrast to the objective controllability measure described above) of how much control they believe they have regarding their genetic problem on a scale made up of nine items representing three dimensions of control: cognitive-interpretive (e.g., "I feel I understand the problem that brought me to genetic counseling"), decisional (e.g., "I feel I can make decisions that would influence future outcomes"), and behavioral (e.g., "I know what I can do to alleviate the problem"). In the version used in this study, counselees rated these items on a five-point scale:
(1 ϭ very little control to 5 ϭ very high control). A total score ranging from 1 to 5 represented the average of raw scores. The scale was found reliable and valid in measuring counseling effectiveness in previous research. 9 In the current study, the mean PPC score was 3.09 (SD ϭ 0.78), and the reliability of the scale was high (Cronbach ␣ ϭ 0.85). PPC measured after counseling correlated 0.43 (N ϭ 161; P Ͻ 0.001) with counselors' estimations of the 'objective' controllability provided. This significant but moderate correlation indicates that variance in postcounseling PPC scores is not entirely explained by the information provided in counseling, but by additional factors like PPC before counseling. 14 
Multidimensional Health Locus of Control-MHLC Form C
The MHLC 22 measures beliefs about control by assessing the extent of agreement or disagreement with a series of items, such as: "If I take care of myself, I can avoid illness." The instrument consists of three 6-item subscales: Internal Health Locus of Control (IHLC), Powerful Others Health Locus of Control (PHLC), and Chance Health Locus of Control (CHLC) scales. Subjects responded to the items using a sixpoint Likert response scale ranging from 1 (strongly disagree) to 6 (strongly agree). The scores were obtained by averaging the scores on each of the subscales. Numerous studies with these scales have shown high internal reliabilities and good construct and predictive validity. 22 In the present sample, the mean scores were 3.94, 3.22, 3.34 (N ϭ 161, SDs ϭ 0.78; 0.97; 0.90) for the Internal, Chance and Powerful Others subscales, respectively, and internal consistencies were 0.70, 0.76, 0.75 (Cronbach ␣), respectively.
Krantz Health Opinion Survey-KHOS
The KHOS 20 is a 16-item questionnaire comprised of two subscales: the information subscale that measures the desire to ask questions and be informed about medical conditions, and the self-treatment subscale concerned with active behavioral involvement of patients in medical care. These scores were associated with information seeking and behavioral adjustment in health care settings. 20, 24 We developed a five-point version of the questionnaire (replacing the binary agree/disagree original version), asking subjects to indicate the extent to which they agree (1 ϭ not at all; 5 ϭ very much) with each of the items ("Instead of waiting for them to tell me, I usually ask the doctor or nurse immediately after an exam about my health"). The scores were obtained by averaging the scores on each of the subscales. A confirmatory factor-analysis of the new version in the present sample (N ϭ 161) yielded an information factor (eigen value 2.35) that included four items that showed internal reliability of 0.72, and a self-treatment factor (eigen value 3.82) that included 10 items with reliability of 0.81 (Cronbach ␣). Reported inter-item reliabilities of the original scales were 0.76 and 0.74, and test-retest reliabilities were 0.59 and 0.71. 20 The mean scores in the present sample were 3.55 (SD ϭ 0.93) and 2.74 (SD ϭ 0.63) for the information and the self-treatment subscales, respectively.
Telephone interview
About a month after counseling, participants were called by the interviewer and asked what they have decided (all had reached a decision by then). In addition, they were asked to indicate the information they had received in counseling that was most helpful for their decision. Finally, interviewees were asked to evaluate whether counseling provided answers to their most important questions (1 ϭ not at all to 10 ϭ completely), the helpfulness of information received in genetic counseling (from 1 ϭ not at all helpful to 10 ϭ very helpful), and their decision difficulty (from 1 ϭ not at all difficult to 10 ϭ very difficult).
Answers to the open-ended question about which information was most helpful were classified according to a two-dimensional coding system based on Huber's decision-making model, 13 and components of the illness schema 25, 26 : identity, consequences, causes, duration and cure. Three main content categories were coded: 1) Identity, including items about the diagnosis, its prevalence in the population and its cause; 2) Consequences, either of the genetic condition or the alternative option, like the consequences of diagnostic procedures; 3) Control, including pre-event and post-event (worst case plans) risk-defusing operators (RDOs). In addition, each answer was coded on a certainty-uncertainty dimension, depicting the use of exact probability terms versus general uncertain or certain terms.
This coding system was developed on a sample of 60 genetic counselees from the same clinic (not included in the main sample) that embodied the theoretical constructs to be investigated as well as specific themes elicited by participants. Two independent coders (second author and a psychologist) coded 223 items (information bits mentioned by participants) and reached 86% agreement (Kappa 0.82). In cases of disagreement, the coding decision was based on discussion and consultation with a third coder (first author). Intercoder median correlations between numbers of items coded to each category were 0.97 and 0.77 for the content and uncertainty dimensions, respectively. Table 1 presents definitions of the coding categories and sample items for each of them.
Procedure
Upon arrival at the clinic, potential participants were approached by a female genetic counselor (second author) who invited them to participate in a study "about decision-making in genetic counseling." After checking for eligibility (that a decision was considered), and obtaining informed consent to participate in the study, each participant was given an individual interview about the kind of information that could help him/her make a decision. Details about this part are presented elsewhere. 27 The participant then filled out the individual-differences questionnaires (PPC, MHLC, KHOS). The whole procedure took about 20 minutes. The counseling session was conducted by the staff of the clinic in the usual way, with the interviewer present. Following the counseling session the counselor completed the Controllability measure. About a month later the interviewer conducted the telephone interview.
Analyses
Descriptive statistics were used to represent evaluations of information helpfulness and decision difficulty. The possible effects of the type of decision (whether to start a new pregnancy, whether to continue a current pregnancy, or whether to perform amniocentesis) and the specific choices that were made, on participants' evaluations of the information and decision difficulty, were explored by inter-group comparisons using chi-square and ANOVA statistics. Significant results were followed by Posthoc analyses (Scheffè) and by separate descriptive statistics for each decision type and choice. Pearson product-moment correlations were used to analyze associations between continuous variables, and Regression analyses were used to predict outcomes (information helpfulness and decision difficulty) by demographic variables, individual differences and counseling variables (counseling provided answers and controllability).
RESULTS
Mean scores of the evaluated helpfulness of information received in genetic counseling was 7.14 (SD ϭ 2.10) and mean reported decision difficulty was 6.90 (SD ϭ 2.52) on scales ranging from 1 to 10. The distributions of both outcomes (Fig.  1) show that a minuscule number of counselees evaluated the information unhelpful and the decision easy. Almost everyone Table 1 Coding of interview items 
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evaluated the information as at least moderately helpful. Reported decision difficulty had two peaks: low-moderate difficulty (10%) and extremely difficult (14%). The fact that even when information received in genetic counseling was helpful, the decision could still be difficult was also demonstrated by the negligible correlation between these two outcomes (r ϭ 0.04). In response to the question about which information they received in counseling was most helpful for their decision, 75% of the respondents reported information coded as "consequences" (of both the genetic condition and the alternative option), 40% noted information about control (both prevention and treatment), and 35% mentioned information coded as "identity of the genetic condition" (e.g., label, symptoms, causes) (percentages add up to more than 100 because many mentioned more than one piece of information as most helpful). Forty-four percent reported that information (across content categories) expressed in probability terms was most helpful.
The frequency of items coded as "identity of the genetic problem" as most helpful differed significantly by type of decision to be made ( 2 ϭ 17.56, P Ͻ 0.01): this category was considered most helpful for deciding by 43.5% of those considering having more children, 25% of those considering amniocentesis, and only 10% of those deciding about pregnancy continuation. The helpfulness assigned to probability terms was similarly related to decision type ( 2 ϭ 9.04, P Ͻ 0.05): 61% of those considering having more children, 49% of those considering amniocentesis, and only 27% of those deciding about pregnancy continuation. There were no significant inter-group differences in reported helpfulness of information coded as "consequences" and "control."
Next, we looked for differences in outcomes (rating scales of information helpfulness and decision difficulty) between groups of counselees who faced different types of decisions (Fig. 2) .
ANOVA results showed that the decisional groups differed significantly on both outcome measures (Information helpful: F ϭ 7.61, P Ͻ 0.01; Decision difficulty: F ϭ 10.70, P Ͻ 0.01). According to post hoc analyses (Scheffè), those deciding about pregnancy termination and amniocentesis evaluated the information given in counseling as more helpful compared to those deciding about having more children. With regard to decision difficulty, amniocentesis was a less difficult decision than pregnancy termination and having more children. It is noteworthy that the pregnancy termination group evaluated the helpfulness of the information similarly high as the amniocentesis group, but the difficulty of the decision similarly high as the group deciding about having more children.
Next, within each decision type, we analyzed differences in outcome variables between those who chose each of the alternative options (Fig. 3) .
ANOVA results showed that those who decided not to have more children felt that the decision was more difficult than those who decided to have more children (F ϭ 6.81, P Ͻ 0.05). These two groups did not differ in their evaluations of the helpfulness of the information provided in counseling. Those who chose to terminate a pregnancy evaluated the information received in counseling as more helpful (F ϭ 12.90, P Ͻ 0.01) and the decision as more difficult (F ϭ 26.10, P Ͻ 0.01) than those who chose not to terminate. Finally, those who decided to perform amniocentesis evaluated the information as marginally more helpful than those who declined the test (F ϭ 3.67, P ϭ 0.06). Performers and decliners of amniocentesis did not differ in their reported decision difficulty (F ϭ 0.23, n.s.).
Our next step was to find correlates of both outcomes: evaluated helpfulness of information received in counseling and decision difficulty. Table 2 presents the correlations between outcomes and continuous variables (demographics, individual differences, counseling providing answers and control).
The findings in Table 2 indicate that having fewer children, especially affected children, and counseling that provided more control and more answers were associated with both outcomes: evaluations of counseling as more helpful and reports of the decision as less difficult. Some variables had differential associations with both outcomes: older age was related only to higher decision difficulty; lower external locus of control (powerful-others) and stronger desire for involvement in medical decisions were associated only with more favorable evaluations of information given in counseling. These findings partly support our hypotheses.
Two regression analyses were performed to predict evaluations of information helpfulness and reported decision difficulty by demographic variables (step 1), individual differences (step 2), and counseling variables (step 3). The results (presented in Table 3) show that 35% of the variance in the evaluations of information helpfulness and 30% of the variance in reported decision difficulty could be explained by the predictor Table 2 Pearson correlations between predictors and outcomes (N ϭ108) Step 1: age, number of children, number of affected children;
Step 2: locus of control (3 scores), desire for medical information, desire for involvement in medical decision-making, perceived personal control (4 scores);
Step 3: counseling provided answers, objective control provided in counseling (4 scores).
variables. For both outcomes, counseling variables (providing answers and control) had significant independent contributions to predicted variance, above the demographic factors, while individual differences did not have a significant contribution.
DISCUSSION
A main finding of the current study was that counselees' evaluations of decision difficulty were unrelated to their evaluations of the helpfulness of the information they received in genetic counseling. Experiencing the decision as very difficult does not imply that the information is perceived as unhelpful, and evaluating the information as helpful does not imply that the ensuing decision is experienced as easy. Information helpfulness and decision difficulty should be regarded as independent constructs. This conclusion corresponds with other findings about the specificity of outcomes in genetic counseling; for example, that meeting clients' expectations for information and help with decision-making were not associated with postcounseling state anxiety, satisfaction with information given, and concern about the problem for which they were referred. 5 Decision difficulty is most probably related primarily to the diagnosis of a genetic condition itself, to limitations in genetic knowledge representing the state of the art, to uncertainties inherent in genetic risks, and to moral dilemmas involved in some of the decisions. However, despite the fact that counselees' subjective evaluations of information helpfulness were unrelated to their evaluations of decision difficulty, the content of the information given in counseling had an impact on both evaluations.
According to our findings, the degree of control provided in counseling (reported by counselors) contributed to the variance in counselees' evaluations of information helpfulness and decision difficulty beyond demographic variables. This is consistent with arguments about the centrality of control issues in genetic counseling, 9, 14 and with findings that lack of controlrelated information leads to decision difficulties in genetic counseling. 28 In contrast to our findings, Michie et al. 16 failed to find significant counseling process predictors (e.g., length of consultation, number of social and emotional issues raised) of patient outcomes (satisfaction with information, concern, anxiety) in multivariate analysis of data from a prospective study of genetic counselees. The authors suggested that the process and outcome measures they used might have been irrelevant or inadequate. We suggest that the problem is not inadequacy but incompatibility between predictors and outcomes. The process variables we measured (e.g., controllability) were well-matched with counselees' evaluation of information helpfulness and their reported decision difficulty.
Decisions about pregnancy continuation/termination and having more children were evaluated as more difficult than amniocentesis. These differences cannot be attributed to structural (complexity) and contextual (time pressure) factors, since the amniocentesis and pregnancy termination decisions are similarly complex and under time pressures. However, the severity of consequences, moral issues and the nature of the conflict involved may explain the variance in difficulty judgments among decision types. Deciding to terminate a pregnancy or to avoid having children implies moral dilemmas and a stronger sense of loss and definiteness, especially for older clients with affected children, in contrast to the risk combined with hopes involved in the amniocentesis decision. Experimental studies showed that independent of information processing demands, decisions are more difficult when alternatives are unattractive or attribute trade-offs are large. 28 As maintained in the Prospect Theory, 29 in loss situations there is preference for risk taking (choosing uncertain results like amniocentesis) compared to sure loss like that involved in termination of pregnancy or avoidance of having more children. The special difficulty attached to the decision to have biological children can also be attributed to temporal differences among decision types in the unfolding of decision outcomes. While the results of amniocentesis are immediate, the outcomes of the decision to have biological children may take years to be known. Knowledge of outcomes influences retrospective decision evaluations, 30 and since our one-month follow-up assessment could not assess the outcomes of the decision to have biological children, this decision may have been evaluated as more difficult compared to the other.
Psychological differences in desire for involvement in medical decisions and locus of control correlated with evaluations of the helpfulness of information received in counseling, but did not add to its explained variance above demographic variables. Older clients with more affected children reported having more difficulty deciding. These findings correspond with other reports that couples with an affected child were more likely to see the decision as difficult. 31 Thus, while showing the predicted theoretical associations between individual difference factors and information evaluations, for practical purposes, age, medical factors and decision type may be sufficient to identify clients susceptible to decision difficulties.
The information received in counseling was evaluated by counselees as generally very helpful. This should not be confused with real helpfulness, since people are biased in their evaluations of their knowledge and cognitive processes. 32 In another qualitative study, 33 information was also deemed a very helpful aspect of genetic counseling by all participants, who looked at information as a means of optimizing certainty and relieving feelings of vulnerability. Our participants reported that some pieces of information provided in counseling had a special value in helping them reach a decision. As predicted by Huber's model of risky decision-making, 13 they appraised information about potential consequences of choices and of possible controlling actions (prevention and treatment) as most helpful. However, the value of identity information (diagnosis, cause, prevalence) and probability expressions varied according to the type of decision to be made. These types of information were reported to be most helpful among those considering having more children, of intermediate helpfulness among those considering amniocentesis, and least helpful among those deciding about pregnancy continuation/termination. These information types are characterized by being more abstract, "scientific," and emotionally detached. It seems that they are evaluated as more helpful only when the decision to be made is less pressing and the child that is considered is still not real. But, when the decision is to be made about an existing pregnancy, these types of information are perceived as less helpful.
Limitations of the study Participants in this study were a subgroup of genetic counselees who, before the counseling started, had described themselves as having to make decisions. It is important to note that they do not represent all genetic counselees. Other counselees may attend genetic counseling and benefit from the information received even when there is no decision to be made. Cognitive and behavioral types of control can be as helpful as decisional control. The sample was also mainly female, which limits generalization to male clients. It should also be noted that the study was conducted on one cultural group, Israeli Jews. Reproductive decisions, especially those surrounding pregnancy terminations, have been shown to be heavily influenced by cultural norms. 34 More studies among different populations are therefore needed to validate the generality of our findings regarding information usefulness and decision difficulties in genetic counseling. Another limitation is the choice of evaluations of information usefulness and decision difficulty as the only outcomes. More outcomes of genetic counseling should be considered for future assessments: for example, clients' satisfaction or regret with their decisions. 35 
CONCLUSIONS
Researchers and counselors should be aware that genetic counseling can be assessed in terms of several different outcomes that are not necessarily interrelated. Some of the outcomes, like decision difficulty, may be inherent to the situation the counselees face and less affected by the counseling process.
The types of information counselees found most helpful lead to important clinical implications. Counselors should be aware that information about consequences of having an affected child and of alternative options is considered by all clients as most helpful. Information about possible controlling actions (prevention and treatment), when available, is also very helpful. Also, among those considering having more children, identity information (diagnosis, cause, prevalence) and probability expressions are most helpful. These latter details are least helpful among those deciding about pregnancy continuation. Better understanding of counselees' informational needs and tailoring the counseling process accordingly promises better outcomes. However, varying the information provided in counseling according to clients' needs can create a professional dilemma. Legal requirements to convey all relevant information, and counseling goals, may lead to different decisions about what information needs to be shared with clients. In order to partly circumvent this dilemma, it has been suggested that in the initial stage of counseling the patient be informed by the counselor about what information can be provided and what decisions can be made on the meta-level, so that he or she can decide whether or not to be told about it in more detail. 36 Practically, prior identification of clients at risk for experiencing difficulties in deciding can be made on the basis of demographic variables (older age and having affected children) and the type of decision to be made (having more children and pregnancy continuation/termination). Counseling clients of these groups should therefore be more intensive, provide more decisional support, and require more counseling skills. 37 
